It is understandable that more debate has been given to whether or not psychotropic drugs should be prescribed than to which psychotropic drugs should be prescribed. I Summary A review of acute pancreatitis occurring over a 20-year period in the Bristol clinical area is reported. A total of 590 cases were available for analysis. The yearly incidence was 53 8 per million population at risk, with a mortality of 9 0 per million. This compares favourably with 11 4 deaths per million for England and Wales as a whole during the same period but the difference is not statistically significant. When the deaths occurring in the Bristol clinical area were expressed in terms of case mortality rate the figure was 17%. In contrast the mortality for recurrent acute pancreatitis was only 1-5%, and the benign nature of this second condition is confirmed. Aetiological factors and age and sex distribution were also analysed in relation to each other and to mortality.
Introduction
The full pattern of the incidence of acute pancreatitis is hard to determine. Though large series of cases have been reported from many centres in different parts of the world most have been concerned with the disease as it occurs in selected segments of the population. Reports from special clinics in the United States have been on patients referred from a wide area, and the city hospital patients may have related to some large urban conurbation, but these centres serve only low-income groups. Furthermore, the Veterans Hospitals, the other source of large series of cases in the United States, also represent a highly selected section of the population. In the same way, incidence and mortality statistics from other parts of the world have always been derived from hospital case series and it is never clear how closely they relate to the disease as it occurs in the general population. There has been only one report of a population survey. ' This was undertaken in Rochester, Minnesota, and though some of the details, particularly of the follow-up and checking procedures, were scanty it provided the first geographical yearly incidence for all forms of the disease ranging from 150 to 180 cases per million population. For acute pancreatitis alone (but including recurrent acute pancreatitis) the yearly incidence ranged from 100 to 115 cases per million.
We present an analysis of all cases of acute pancreatitis occurring in the Bristol clinical area during the 20-year period 1950-69. The patients were drawn from the large urban area of the city of Bristol and its suburbs and from the rural area of south Gloucestershire and north Somerset.
Clinical Material
In collecting the cases a most careful search was made in all the hospitals in the Bristol area. Details of the few cases treated in private hospitals were also kindly supplied by the consultants concerned, and these figures were then checked, firstly, by reference to the regional hospital board's hospital activity analysis system and then by examination of the cases certified as dying from the disease during the period. In this connexion detailed reports of the coroners' necropsies were obtained. Interestingly, the regional hospital board's statistics and the coroners' data consistently produced one or two cases of acute pancreatitis each year not identified from the other sources.
The diagnostic criteria were either a consistent clinical picture and a serum amylase level over 1000 Somogyi units or acute pancreatitis plainly evident at laparotomy or necropsy. On the basis of these criteria and from the search outlined 590 primary attacks were identified over the 20-year period. There was no significant referral rate of patients with pancreatitis from outside the area and thus the series seemed to be fully representative of the disease pattern in the area at that time.
Because the hospital activities analysis data and coroners' there was an increase in the number of cases diagnosed, and another peak occurred during (table I) . Over the whole period, however, the mortality rate did not alter significantly, and from a critical review of local factors it appeared that the initial increase was due to a wider application of the serum amylase test, which was part of a national trend at the time. The peak in the early 1960s was due to a period of heightened interest in the condition locally. Thus both increases seem to have been due to improved diagnosis rather than to an absolute change in incidence.
With the relative increase in incidence of the disease over the years there was a relative decrease ir mortality (tables Ia, Ib). Critical consideration of the method used to express mortalitythat is, as a percentage of the number of cases diagnosedsuggests that it is apt to give a false impression, for there was, in fact, no significant absolute change in the death rate in the total population over the years in question. The alcoholic group is, perhaps, more difficult to assess, for it is characteristic of these patients that they progress to the chronic relapsing rather than the recurrent acute form of the disease.
Indeed, several of the 18 cases followed up pursued such a course, but 10 men all suffered one or more further episode of acute pain with vomiting associated with a marked increase in their serum amylase level at a time when they were otherwise well and entirely symptom-free. They must therefore be included in this survey as examples of recurrent acute episodes. There were no deaths from any of these attacks or, indeed, from the chronic relapsing disease when it supervened in this group of cases.
Aetiology
The aetiologically related factors for the whole series of 590 cases are set out in table IV. Analysis of the two major groups, gall-stone and idiopathic pancreatitis, shows that there was no significant change in the patterns of incidence during the 20 years of this survey. In particular, it is disappointing that the incidence in the gall-stone group did not fall. It is now common surgical practice in Great Britain to remove all gall stones more or less "on sight" even when they are symptomless, and it was hoped that one of the benefits might have been a decrease in the prevalence of gall-stone pancreatitis. A partial explanation for a lack of any change in incidence may be that just over a quarter of these patients (81 out of 316) had no past history of any abdominal symptoms before the onset of their attack, and hence there was no pointer to their underlying biliary tract disease. It is also of interest that 60 patients in the idiopathic group (30%) gave a history at their first admission of dyspepsia of varying severity and duration. Some of these patients had been extensively investigated with negative findings. At least 26 who were followed up not only remained recurrence-free but also reported that their previous dyspeptic symptoms had disappeared completely. From (table IV) , and other, more detailed studies'16 have confirmed this. There were too few cases of alcoholic pancreatitis in this study for any conclusions about mortality patterns to be drawn. We must therefore await a report of a larger series of cases before it will be possible to see whether the death rate for the alcoholics, even in their first attack, coincides with that of the gall-stone and idiopathic groups.
Even though the numbers are small it appears that steroid pancreatitis departs, from the overall spectrum for it clearly carries a bad prognosis with a high primary mortality rate.
Pattern of Sex Distribution
Of the 590 patients in this survey 226 were male and 364 female. This is meaningful only when broken down by aetiology (table  VI) . Gall-stone pancreatitis was twice as common in women than in men. Chronic alcoholism produced its effect mainly in middle-aged men (see table VIII), while after allowing for there being more women than men at the higher ages in the general population there was no significant sex difference in incidence in the idiopathic group. Mortality rates of 12%,17 115%,'18 5-5% in a subgroup,'0 and 4 7%1 have all been reported, but in each instance the numbers of patients from which these statistics were derived were small, varying from 30 to 78 cases. Also the composition of this clinical material and the diagnostic criteria were not always mentioned. In particular, no details were given in these reports of whether cases of recurrent acute or chronic relapsing pancreatitis, with their much lower mortality, had been included, and all this data must be provided if the claims made are to be substantiated.
Except for one report of a controlled trial of aprotinin (Trasylol)20 no drug or regimen of treatment has been shown to be of unequivocal value in the treatment of acute pancreatitis, and during the period of this survey no special treatments were given to the patients under review. Twenty-two patients did receive aprotinin in effective dosage but this was not until 1968 and 1969, after the "complete" years used for the detailed statistical analysis. It is therefore interesting that when the absolute mortality for a first attack of acute pancreatitis, which was found to be 9 per million population, was taken and expressed as a percentage of the total number of cases collected, the case mortality rate was still of the order of 17% during the years 1961-7 in the Bristol clinical area.
General Views of Committee
In its opening chapter the report sets out the general views of the committee, stating: "In developing our views on the regulation of the medical profession, we come to the conclusion that these powers could be exercised only by a regulatory body (and we retain for it the name 'General Medical Council') constituted in a way substantially different from the present G.M.C. Our proposals for education and the judging of a doctor's fitness to practise must be read with this always in mind. When, therefore, we refer to the G.M.C. in the rest of this report we mean (unless the context is historical) the G.M.C. which we recommend to take the place of the present one.
"We do not attempt, in the report which follows, to solve all the problems of regulating the medical profession. Our task has been primarily to recommend machinery for the solution of problems and in some areas to point the direction of possible solutions which the profession itself must work out. What we have suggested is a framework within which difficulties can be resolved and which, we hope, will satisfy the profession and the community it serves; and be sufficiently efficient and flexible to take account of rapid continuing progress in science and technology, the changing use of medical resources, and the movement in attitude and outlook of the profession and public alike." CONCLUSIONS "Medical registration provides a means of recognizing the competent practitioner.
"It is advantageous to the public to be able to recognize, and to a member of the medical profession to be regarded as, a competent medical practitioner.
"The medical register is used by the public at second hand. "A medical register necessarily involves a registeringbodywith considerable powers, particularly over the providers of medical education.
